Objectives-To study groups of prostitutes and clients of prostitutes in order (i) to determine HIV prevalence and sexual risk behaviour, (ii) 
and HIV prevalence generally is quite low in non-IDU prostitutes.7
In Amsterdam (700,000 inhabitants), where the HIV infection epidemic in the Netherlands centres, a roughly estimated 10,000 women work as prostitutes. Several hundred of these prostitutes are injecting drug users. Prostitutes with a history of drug injection in Amsterdam are relatively well studied.'2 13 Sexually transmitted disease (STD) incidence among this group is very high and HIV prevalence was found to be 30%.12 Much less is known about prostitutes without an IDU history and about their clients. A previous study among heterosexual, non-IDU visitors of an STD clinic, with at least five sexual partners in the preceding 6 months, has shown HIV prevalence to be very low (0.3% and 0 4% among females and males respectively).' The majority of the participants in that study were prostitutes and clients of prostitutes. However, that was a non-anonymous cross-sectional study among participants who were committed to return for follow-up examinations, with a participation rate of only about 50%. Furthermore, recruitment was limited to STD clinic visitors. Because of this restricted participation the results may give only a very limited insight in the HIV prevalence among prostitutes and clients of prostitutes. Consequently, the first aim of this study was, following less restricted recruitment procedures, to determine HIV prevalence in these groups and the extent at which riskful sexual behaviour occurs.
A second aim of this study was to examine the extent of selection bias evoked by the recruitment of prostitutes and clients of prostitutes solely through an STD clinic. This question was addressed by comparing characteristics of study participants recruited at an STD clinic with those of participants recruited outside such a clinic.
Identifying correlates of (non-) condom use was the third aim of this study. HIV antibody status could be determined in 199 prostitutes (two women refused), of whom three appeared to be infected (1.5%; 95% CI 0-5-4 6%). All three infected women were recruited outside of the STD clinic, were residing in the Netherlands for less than 3 years and had been born either in subSaharan Africa (prevalence 2/26; 7.7%, 95% CCU, the ICU report more contacts with prostitutes per 6 months, more often contracting gonorrhoea in the preceding 6 months, a preference for Latin American prostitutes slightly more often, being born in the Netherlands less often, being prepared to pay more for sex without a condom, less often having had a higher education and earning less. As the main reason for not using condoms consistently, 51/91 ICU (56%) mentioned finding sex without a condom more pleasant. From table 4 it can also be seen that even among CCU there are some men (7%) prepared to pay more for unprotected sex, making clear that their consistent condom use is merely circumstantial. Out of 37 men stating that they were prepared to pay more for sex without a condom, only 15 (41%) indicated that they actually did in the preceding 6 months.
An indication of the validity of the reported level of condom use can be seen in the numbers reporting to have had gonorrhoea, syphilis and/or Chlamydia trachomatis infections in the preceding 6 months: 15 ICU (18%) and 1 CCU (1%) (pO= 0001). The one CCU who recently had a sexually transmitted disease reported two private partners with whom he did not use condoms at all. There was no significant crude association between having had private sexual partners in the past 6 months and having had a sexually transmitted disease in the same period for the total group (OR= 1-33; 95% CI 042-4-37)
In multiple logistic regression analysis, 5 variables from the list in table 4 (excluding the variable "STD in past 6 months") contributed independently and significantly to a model predicting inconsistent condom use. According to this model, the probability of using condoms inconsistently was higher for clients residing within the Netherlands < 15 years (OR = 5.85; 95% CI 2.66-12.84), being a resident of Amsterdam (OR = 2.52; 95% CI 1.12-5.68), having more commercial sexual contacts in the preceding 6 months (OR = 1X03 per contact; 95% CI 1'01-1.05), ever having had a sexually transmitted disease (OR= 2-66; 95% CI 1-22-5.82) and being prepared to pay more for sex without a condom (OR = 4.87; 95% CI 1.87-13A44).
There were no significant interactions between these variables. As with prostitutes, location of recruitment did not appear to be a confounder, since inclusion of this variable in the model had only a very minor influence on the presented ORs.
Discussion
The present anonymous study shows HIV prevalences among prostitutes without a history of injecting drug use and among clients of prostitutes in Amsterdam to be quite low (1.5% and 05% respectively). This is in accordance with the results of a non-anonymous study in the same city,14 which also found a very low HIV prevalence among a The reported level of condom use in commercial sexual contact is high: the majority of both prostitutes (66%) and clients of prostitutes (56%) report always to have used condoms with vaginal contact in the preceding 6 months, while a substantial part of the others report to have used condoms most of the time. The finding that consistent use of condoms occurs in particular when an "employer" provides for them, possibly reflects the effectiveness of the "safe sex" policy practised in some brothels: those clients that report that if they go to a sex club they always go to one with a safe sex house rule are far less often ICU than those stating not always to go to one with such a house rule (18% versus 52% respectively; OR = 4.95, 95% CI 1.36-18 25). Among prostitutes, many of the characteristics which are associated with inconsistent condom use are highly correlated; particularly women originating from Latin America tend to be among the ICU and they are inclined to work hard, presumably partly as a result of economic pressure (having to maintain others more often and having less often other (legal) income), while the shortness of their (frequently illegal) residency in the Netherlands may make them more isolated and therefore more susweptible for clients who persist on sexual contact without a condom. The initiative to use condoms relies heavily on the prostitutes, since few clients bring their own condoms, many clients find sex without a condom more pleasant and some admit to be willing to pay more for sex without a condom.
The risk of becoming HIV-infected through commercial sexual contacts for an average individual in the groups here described appears to be very small because of the low HIV prevalence, the generally high level of condom use and the rather small chance of transmitting the virus per unprotected vaginal contact.2122 However, some subgroups seem to be particularly at risk. Creative prevention efforts should be focused at these subgroups. Because of the transient composition of the group of women who are most vulnerable (mainly from Latin America), these efforts should have to bear a rather permanent character. Since ultimately changes in individual social and economical circumstances of these women may be needed to improve their bargaining position and thereby to become able to insist on safe sex with clients, this will be a difficult task. More promising may be to address the demand side of unsafe sex: the clients of prostitutes and particularly those that migrated to the Netherlands. Preventive measures aimed at attitude change may lead to behavioural change in this group, provided that the applied measures fit in the cultural background.
